Abstract
Introduction
Willingness to Pay (WTP) is a methodological tool that used to evaluate the capacity to pay bycertain social groups and also to estimate the hypothetical monetary value for programs and specific medical interventions and treatment. 1 In simpler words, it is defined as the maximum amount that an individual is willing to pay for goods or services. Insurance for health is largely used to financemarket based health care system. Depending only on payment of outof-pocket or government tax, however, may not be the best option available in current time and in the future. With rapidly increasing medical cost, there is a need to get a back-up from the health insurance plan especially, to finance the expensive medical treatment, to ease the health system financial burden and also reducing catastrophic health expenditure for the patient. 2, 3 In Malaysia, the most utilized insurance plan is the conventional indemnity insurance plan. Others are employer provided health care insurance and social health insurance. The Ministry of Health proposes to set up a non-profit agency called National Health Financing Authority (NHFA) to become the coordinator of the National Health Insurance (NHI). 4 Citizens have to contribute to monthly premiums according to their income levels. The government will also contribute to pay the premium of certain population groups. However, the details of the plan have yet to be finalized and approved. One of the methods used under Willingness to Pay (WTP) is the Contingent Valuation Method (CVM). Contingent valuation method of willingness to pay theory was first introduced by S.V CiriacyWantrup in 1947 as a method for eliciting market valuation of a non-market good using the open ended protocol and brought into practice by Davis in 1963 and Randal in 1974. 5 Since then, the technique evolved and the most popular use of contingent valuation method was the litigation surrounding the 1989 Exxon Valdez oil spill disaster.
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Contingent valuation method is commonly used to elicit willingness to pay in public, based on the hypothetical market situation 7 and also usually used in cost benefit analysis in health economics. In developing countries, many studies have used CVM to elicit WTP for health insurance. [8] [9] [10] [11] [12] [13] [14] [15] This paper used close-ended dichotomy answer with bidding technique because the technique can generate more efficient estimates and reduced bias. 6 With the proposal of One-Care by the Ministry of Health, Malaysia, 16 the introduction of social health insurance or co-pay would be an inevitable choice. It is hoped that reformation in funding would bring an improvement in the service provided for instance, in term of quality, equity and timely accessibility. The issue of affordability would affect the acceptability of One-Care by general population. Therefore, one of the waysis to estimate the ability to pay by the general population for health care services. Considering this view, this study aimed to determine the amount of health insurance premium that the people of Sarawak are willing to pay and determine thefactors associated with it.
Materials and Methods Study Design and Sampling Procedure
This was a cross sectional study using a multi-stage cluster sampling technique to select the respondents. Data were collected from 1200 respondents' randomly selected from three divisions inSarawak. These three divisions were Kuching, Sibu and Limbang. Kuching is located in the southern region of Sarawak, Sibu is the central part while Limbang is from the northern part. Four districts were randomly selected from each division. Then four enumeration blocks were randomly selected from each district with the help of the Department of Statistics, Sarawak. The total number or enumeration blocks were 64.Out of the 1200 households approached, only 1018 respondents agreed to participate in the study. Thus the response rate was 84.3%. Malaysians who lived in Sarawak, aged 18 years old and above, who understood English or Malay language and consented to participate were recruited for this study. Only one family member who knew the most about the family expenses was chosen to become the respondents even if the is more than one in a household was eligible . Instrument Development and Data Collection Procedure A structured questionnaire was developed keeping the objectives in mind. The questionnaire was divided into 4 sections. The first section was the sociodemographic questionnaire, followed by a second section which is the peoples' perception of the health care delivery system. The third section was the level of satisfaction for primary health care services and the last section was the willingness to pay questions. For this study, Contingent Valuation Method (CMV) with the dichotomous bidding technique was used. First, the participants were given explanation on the condition of the current health delivery and financing in Malaysia. Then the hypothetical situation was explained to the respondents and then they were expected to choose the amount of money if they werein the situation. After the explanation of the scenario and the payment methods, the question on whether they agree to pay was asked first. If they agree, then the bidding process was commenced. The answers were close ended with four options ('yes', 'may be yes', 'may be no'and 'no'). However, if the respondents answered 'no' or 'may be no', they were asked to give the reason and the interview stopped there. This wasto differentiate the 'protest no' and the 'real no'. The bidding started with the lowest value obtained from the pre-test and subsequently higher and stopped once the respondents stated they were unwilling to pay the given amount. Again the answer options were 'yes', 'may be yes', 'may be no' and 'no'. If the respondents said no or yes to the entire bidding, open ended question was asked about what the highest amount that they were willing to pay. A pre-test of the questionnaire was done in a non-sample area with translated Malay language. Minor changes were made following pre-test of the questionnaire. Before data collection, informed consent was taken from the respondents. The respondents were assured of the data confidentiality.
Data Processing and Analysis
A total of 1018 completed questionnaires were analyzed. Data entry and analysis was done using SPSS Software 22.0 version.
17 After initial data cleaning, missing values were identified and was imputed using standard technique.
18 Exploratory data analysis was done first to obtain descriptive information. As for willingness to pay, each scenario had three models that represented the cut-off value of money the respondents were willing to pay. Model 1 had the option of willing to pay and not willing to pay. Model 2 and Model 3 were using the increasing range of the amount that the respondents were willing to pay as the cutoff value. The situation had binary options i.e. pay less or equal to 'x' or more than 'x'. Binary logistic regression (logit model), was used to analyze the willingness to pay with selected independent variable's in each model. Binary logistic regression was chosen for the analysis for willingness to pay in this study, because it was the simplest, easy to explain and was commonly used. 19, 20 Finally, the results were compared across the models and the factors which significantly influence the willingness to pay were identified. Table 1 shows the socio-demographic characteristics of the respondents in frequency with corresponding confidence interval. The mean (SD) age for the respondents was 36.61 (13.30) years with minimum of 18 years and maximum of 79 years old. Twothirds (64.8%) of the respondents were engaged in gainful job. About three-fifths of the respondents were female (58.2%) and the rest were male (41.8%). Two-thirds (67.8%) were married and the rest (32.2%) was either living single or divorced. The mean (SD) family size was 3.35 (1.99) ranging from single living to 13 family members. About half (48.1%) of the respondents had family size 3-5. One-third (32.2%) had family size 1-2 members and 15.9% had a family size six and above. About half of the respondents had completed secondary level of education (47.7%) followed by 20.7% who had a tertiary level of education and another one-fifth (19.7%) had a primary level of education. However, 11.8% had no formal schooling. The median family income was MYR 900 with a maximum income of MYR 13,000 and a minimum income of MYR 50. Almost half (48.1%) of the respondents had family incomes less than MYR 800. Two-fifths (40.7%) of the respondents had a family income varies from MR 801 to 3,000. However, 11.2% had income more than MYR 3,000. Almost 90% of the respondents prefer seeking treatment at government primary care facilities while another 13.2% prefer to get treatment at private primary care facilities.
Ethical Considerations

Factors affecting the willingness to Pay for
Assumptions of adequate sample size, multicollinearity and absence of outliers were checked. 20 The model statistics are presented below each model. In Model 1, current marital status, monthly family income, level of education and occupation appeared to be potential predictors for willingness to pay for health insurance (p<0.05). Analysis revealed that the likelihood of farmer not willing to pay for health insurance was 70.3% while people with tertiary education was 2.42 times more likely willing to pay. Similarly, monthly household income of MYR 3,000 and above were 3.59 times likely to agree in paying health insurance. Single respondents were 2.35 times likely to agree to pay for health insurance. In Model 2, a similar pattern of insurance premium of MYR 20 or less was found. However, those who were taking treatment from private health care facilities were 1.77 times more likely to agree to a monthly health insurance premium of MYR 20 or less. For the third model, gender appeared to be a predictor where the likelihood of male respondents not willing to pay MYR 20 and above were 16.9%. However, those who were taking treatment at private facilities were 3.36 times more likely to agree to pay more than MYR 20 and above per month. When the three models were compared, farmers and unemployed were not willing to pay health insurance, whereas, level of education appeared to be an important predictor for health insurance at certain level such as premium of less than MYR 20. Similarly, monthly income MYR 3000 and above agreed to pay MYR 20 or below, but did not agree to pay more than MYR 20 or above. The respondents who were taking treatment from private health care facilities are agree to pay more than MYR 20 per months. 
Willingness to Pay
More than half (53.3%) of the respondents did not agree to pay health insurance premium. The most common reasons were 'cannot afford it' (81.3%) followed by its government responsibility to bear treatment cost (14%). However, 5.2% of the respondents were willing to pay only less than MYR 10, but most of the respondents were willing to pay around MYR 11 to MYR 20 (66.6%). The highest bid was MYR 350. Those who agreed to pay but did not state the amount that they were willing to pay (yeahsaying phenomenon) were only 2%. 
Discussion
Despite being widely used, the contingent valuation method was highly criticized of its hypothetical situation, therefore, must be used with caution. The most common bias involved in this method was question order bias, anchoring bias, protest answer and 'yeah' saying. 21, 22 The high percentage of these biases will render the method inaccurate. In this study, asking first the willingness to pay with closed ended answer and later, bidding the amount and lastly asking an open ended question if none of the bid was accepted can reduce the bias. Asking the reason as to why the respondents refused to pay can identify 'protest no' answer. The low percentage of 'yeah saying' will render the estimation to be more accurate. Willingness to pay for health insurance in Sarawak is quite low. Slightly less than half of the respondents were willing to pay a certain amount. However, more than half of the respondents who were willing to pay agreed to pay MYR20 or less. The highest bid was MYR 350. People living in urban area and higher level of education were more willing to pay. Furthermore, income more than MYR800 and preference of private health care provider were the positive predictors of willingness to pay. In Namibia, 81% of the respondents were willing to join health insurance, but not all of them were willing to pay. 8 This might be due to their intention to join something that benefitted them, but they could not commit to pay any amount of money. The reason might be poverty or they simply refuse to pay. The study noted that the average amount that they were willing topay was around NAD 47.50 (MYR14.94). As income increases, the mean WTP value also increase up to Namibian Dollar (NAD)84.45 (MYR 26.56). Level of education positively influenced the willingness to pay while age wasinversely related. The higher level of education aid in understanding of how much to pay for health insurance. Furthermore, higher education equated better pay in their daily job. However, family size did not have significant influence in the study, unlike the finding in a study in Vietnam, where they noted that the bigger the family size the higher the willingness to pay besides greater income and higher education level. 12 This might be due to the fact that respondents with large family size are usually within the poverty level and hence unable to pay at all. Additionally, in Malaysia, a research done on willingness to pay for social health insurance among staff in a public university revealed that age, educational level and monthly income were significant association, similar to this current study.
9
The study was done in a small university staff community compared to this study but it showed almost similar pattern in which conforming each other. One factor that was not significant in both studies but found to be influencing willingness to pay for health insurance in another study in Penang was ethnicity.
10
The two studies showed that more than half of the numbers of respondents were willing to pay for health insurance which was different in this current study. Comparing to the location of the research, both were done in more urban area while the current study were done involving whole Sarawak which majority of the area is still considered rural. In a willingness to pay study in Tanzania, 12% was not willing to pay for health fees.
11 However, they did not investigate further to know the percentage of 'protest no' answer or merely could notafford to pay. The highest bid was 16000 Tanzanian Shilling (TZS) (MYR 32.10) and more, where only 12% of them agreed. The majority of the respondents were willing to pay 999 TZS (MYR2) or less. From all these studies, including the current study, the amount of money willing to be paid by the public fell within the almost similar range. The uniform factors that positively predict willingness to pay is higher level of education and income. In other words, socioeconomic status of the individual highly predicted their willingness to pay. By using contingent valuation method, one have to be aware that the existence of nay-saying or yea saying that can affect the accuracy of the result. 19 Therefore in this study, the reason of refusing to pay was elicited to rule out protest no answer and the number was minimal. Yea-saying can be identified if the respondent answered yes to all bid options and the percentage was low in this study. Anchor bias was minimized by asking the bidding amount randomly. 5 The under and over estimation in willingness to pay study was known and can only be minimized.
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Conclusion
Less than half of Sarawak people were willing to pay and the stated amount was quite low which was RM20 and below. The findings in this study might help the policymakers to decide on formulation of health insurance, eligibility to pay and the suitable amount. The key policy priority is to increase the awareness of the public regarding the benefits of health insurance andto increase willingness to pay rate and allay their misconception about health insurance. Different methods of payment would be explored through qualitative research on reasons of stated WTP would be analyzed.
